Pfeiffer's Meningitis.-DONALD PATERSON, M.D. Roy A., aged 1 year and 6 months. 30.11.39: Admitted to Westminster Hospital suffering from drowsiness and irritability of 4 days' duration. The illness began by the parents' noticing that the child was flushed and breathing hard, and putting his hand to his head. He became lethargic, did not recognize anyone, and was unable to sleep. When touched he gave a peculiar cry.
On examination. Total protein 0.125%. Smear showed pus and Gram-negative bacilli.
16.1.40: Smear again showed pus and Gram-negative bacilli. Culture gave Gram-negative bacilli of the haemophilus variety. 22.1.40: Culture again showed similar organisms.
Anmemia with Splenomegaly.-DONALD PATERSON, M.D. Girl, aged 6 years, admitted to hospital on 22.1.40. From birth the abdomen had appeared abnormally large. At the age of 2 she had a moderately severe bout of jaundice, which after an acute phase of two weeks had persisted in a slight degree ever since.
In February 1939 she had three severe haematemeses in a period of twelve hours. Subsequent to this she gradually put on weight and appeared quite well on a normal diet until November 1939, when she had three further haematemeses in a period of thirty-six hours. The vomit consisted of changed blood on all occasions. After admission to hospital she improved until the week after Christmas, when she had three further haematemeses.
Bowels usually required aperients. The motions towards the end of last summer were very dark.
Family history.-Mother has mild diabetes. Father gave history of peptic ulcer. On examination. Several carious teeth. Abdomen distended. Fluid thrill. Enlarged spleen and liver. No enlarged glands felt anywhere in the body. Temperature and pulse have been normal except immediately after the hmatemeses.
Urine showed no trace of bile.
Blood-count (approx.): R.B.C. 2,000,000; Hb. 40%; C.l. 1; W.B.C. 8,000.
Differential count normal.
Tuberculin patch test negative. Barium meal: X-rays showed the pyloric portion of the stomach as a digital' process beneath a grossly distended fundus.
Dr. HERBERT LEVY said he had seen cases of this syndrome due to chronic thrombophlebitis of the splenic vein. In such a case the great danger of pulmonary embolus following splenectomy could now be materially reduced by heparinizing the patient for about a week. If laparotomy should reveal thrombosis of other tributaries of the portal vein, or of this vein itself, or a cirrhosis of the liver, the condition might perhaps be somewhat improved by an omentopexy which, with the technique of some surgeons at least, seems to be of greater value than is generally believed.
After this case was shown the spleen was removed and a section showed the typical picture seen in Banti's disease. The anemia rapidly improved and the child was discharged to convalescent home with a hmmoglobin of 80%.
Tetanus Secondary to a Nasal Lesion.-DONALD PATERSON, M.D. History.-A male aged 2years was admitted to the Westminster Hospital (Children's Department) on November 16, 1939. Apparently there had been a, convulsion on November 12, and further ones had occurred each night from that date.
On examination (November 16).-A left facial paralysis was present, blut the child was clear mentally, and showed no signs of hemiplegia. He could stand on his legs, and could take his food. It was thought at that time that there must have been some cerebral damage at birth, or a recent vascular lesion, and that the fits were epileptic in character. A lumbar puncture showed the fluid to be clear and normal, and under no pressure.
November 19 the temperature began to rise, and by November 20 well-marked trismus was seen, and the child now resembled a typical tetanus. At any attempt to handle him a spasm was provoked, with marked opisthotonus.
Treatment.-Altogether 320,000 units of antitetanic serum were given intramuscularly, divided between the first two days, with an additional 40,000 units on November 24. Avertin, 0-1 c.c. per kgm. of body-weight, was administered rectally on 10 different occasions, sometimes two doses being given in twenty-four hours, and dependent on the severity of the spasms. This was administered over a period of twelve days, and during that period he was nasally fed entirely.
Course of disease.-When the nasal feeding was commenced, it was found that the posterior part of the nares on the left side (the side of the facial paralysis) was blocked with three lumps of coal as large as peas. These were removed and cultured, but no tetanus organisms were grown. He recovered in just under four weeks from the onset of the illness. The clinical picture of tetanus did not show itself until the eighth day after the initial convulsion.
Comment.-One of Cole's [1] cases, a child aged 3 years, commenced her illness with a right facial weakness, after a convulsion. In our case there is no history of trauma in any other part of the body, and the comparatively large pieces of coal inserted into the left nostril, and followed by left facial paralysis, seem suggestive to us as a source of infection.
Conclusions.-(1) A large dose of antitetanic serum (320,000 units) was given with apparent benefit. (2) Avertin appeared to give the child real relief, and made feeding possible.
(3) The period of onset, that is the time from the appearance of the first symptom to the occurrence of the first regular reflex spasm, was in our case eight days, and the outcome conformed with the dictum laid down by Cole that the longer the period of onsst, the better the prognosis.
